In a large city such as Nottingham the provision of hospital based facilities to help general practitioners with home management is unlikely to make an appreciable impact on the overall pattern of care of patients with suspected myocardial infarction.
Introduction
Half the patients who die from a heart attack do so within two hours after the onset of symptoms,' and for patients with suspected myocardial infarction who live in urban areas the ideal form of management is an immediate call for an ambulance and rapid transfer to hospital. Unfortunately, patients tend to delay calling for help, so by the time they are seen by a doctor the main period of risk is over. Moreover, patients often call their general practitioners rather than summoning an emergency ambulance, and patients who call general practitioners tend to have had their symptoms for longer than those who summon an emergency ambulance.' General practitioners thus usually see patients who are at relatively low risk and have to decide whether to admit them to hospital or care for them at home.
Two randomised trials3 4 and one survey5 have suggested that hospital care has little to offer patients who are initially seen by general practitioners unless overt complications require specific treatment. None of these studies was, however, large enough to give an unequivocal answer, and the place of management at home for patients at low risk with heart attacks remains in doubt.
In an earlier study based in Nottingham a hospital based team of a medical senior house officer and a staff nurse attached to the coronary care unit drove to the patient's home in a specially equipped ambulance estate car and provided coronary care in the patient's home for two hours before the patient was randomised to further treatment at home or to admission to hospital.4 This study was stopped after the team had responded to 500 calls. The results of the study were reported to all general practitioners in Nottingham, and the team was then made available as a service to them. Here we describe the use made of this service. The period during which the service was available overlapped with a project in patient education in specific general practices that has been described previously,6 but the patients who summoned the team as a result of that project were excluded from this account.
Methods
A senior house officer attached to this department and a staff nurse from the coronary care unit were available at all times for fibrillator and all the usual facilities of a coronary care unit except for the provision of temporary pacing. All (51) mmol/24 h. Compared with the screening blood pressure the average decrement of the supine blood pressure in group 1 was 16-0/8-6 mm Hg with placebo, 21-7/11.5 mm Hg with the diuretic, 28-5/17-8 mm Hg with the J8 blocker, and 28 9/18-4 mm Hg with the combined agent; in group 2 these values were 13 3/6-1, 20 3/9-7, 21 3/12-9, and 29-4/16-8 mm Hg, respectively. There was a sharp decrease of the average potassium concentration during chlorthalidone and combination treatment periods (average value 3-3 mmol(mEq)/l).
These results suggest that moderate salt restriction used as sole treatment has a limited though demonstrable blood pressure lowering effect but that when it is used as an adjuvant to 0i blocker treatment its value is greatly enhanced.
Introduction
An abundance of therapeutic options is now available for mild hypertension, but the treatment of choice-that is, one combining maximal efficacy with minimal side effects-is still a matter of dispute. This often centres on whether to use ,B blockers or diuretics as the first line of treatment. Adverse reactions may occur with either of these treatments,' however, so that some workers favour a non-pharmaceutical approach to symptomless, mild hypertension, such as restriction of the daily sodium intake. While the effctiveness of severe sodium restriction (less than 20 mmol (mEq)/24 h) has been recognised for over 35 years2 the
